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ABSTRACT
Palliative care, also known as comfort care, involves the holistic care of patients
when curative treatment is not effective. The principal factors of palliative care include
the aggressive treatment of pain and other symptoms, including physical, psychological,
emotional, social and spiritual problems. Nurses spend more time with patients and their
families than any other health care professional, placing them in a position to provide
palliative care in a variety of different settings. This requires nurses to have a sound
knowledge base in this specialty. Not all nurses, however, are adequately prepared for or
comfortable with palliative care.
The purpose of this study was to determine if a relationship existed between the
knowledge and perception of nurses regarding palliative care and their capability to
provide it. Ultimately, the goal of this study was to establish the need for a program of
study for nurses regarding palliative care and to explore the development of such a
program. The research questions were: 1) What are the perceptions of nurses in ND
regarding palliative care? 2) What is the knowledge of nurses in ND regarding palliative
care? and 3) Do selected demographics affect the knowledge and perception of ND
nurses regarding palliative care?
This exploratory, descriptive study compared and analyzed the knowledge and
perception of 78 nurses (RNs and LPNs) in ND regarding palliative care, using an
aggregate of questions from three previous studies. The respondents completed a survey
x

comprised of three sections: demographics, perception questions, and knowledge
questions.
Effectively measuring knowledge and perceptions of palliative care can be critical
and are important indicators for nursing education, research and practice. Most nurses
had good-to-very-good perceptions of how they provide palliative care, yet many nurses
had difficulty with certain survey questions. Being either an LPN or RN did made
difference with regard to how the nurse did on the palliative care knowledge survey
questions.
There were noted discrepancies between the level of knowledge and level of
perceptions, unrelated to the level of nursing practice. Palliative care education should
start in basic nursing educational programs and be continued both in practice and
graduate programs.
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CHAPTER I
INTRODUCTION
Palliative care, also known as comfort care, involves the holistic care of patients
when curative treatment is not effective. The principal factors of palliative care include
the aggressive treatment of pain and other symptoms, including physical, psychological,
emotional, social and spiritual problems. The goal of palliative care is to achieve the best
possible quality of life for patients and their families (Center to Advance Palliative Care,
2005; International Association of Hospice and Palliative Care, 2004). However,
discrepancies exist between the knowledge and perception of palliative care and its
delivery. This difficulty is further complicated when trying to balance palliative care
with curative care, bringing to mind the injunction of Mahatma Gandhi to “[rjecall the
face of the poorest and the most helpless man whom you may have seen, and ask yourself
if the step you contemplate is going to be of any use to them”[sic] (Mahatma Gandhi, in
Ferrell and Coyle, 2001, p. 19).
Palliative care is an essential component for people with serious medical or life
threatening conditions. Advancements in healthcare and the extension of life have made
it more difficult for healthcare providers, specifically nurses, to provide quality care for
those who need it. So much focus is given on curing disease that the basics of human pain
and suffering are often overlooked.
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Life itself is essentially is a terminal condition. From the moment a person is
bom, in essence, each person is dying. No one knows exactly when he one will die, or
how much time one has to prepare for the end of life. Just as pregnancy and birth are
processes of life which combine physiological changes, signs and symptoms, so are dying
and death. Culturally, the United States is a death-defying society that focuses more on
disease and cure than it does on comfort and palliation.
Palliative care is an approach to care that addresses the patient’s physical,
emotional, social and spiritual needs, and seeks to improve quality of life, not only for the
ill person, but also for his or her family. Palliative care is provided by interdisciplinary
teams of professionals, which include physicians, nurses, social workers, chaplains or
spiritual counselors, as well as other health care disciplines (American Nurses
Association, 2002).
If (or when) they wish to know, individuals and families with life-threatening or
terminal conditions have the right to know where they are in the process of their disease.
They have the right to be kept comfortable, free of pain and have their symptoms
managed adequately. From the time a treatment is initiated, these individuals and
families need to know what course or direction their disease may take, and what
alternatives are possible. Physicians often have difficulty with these discussions relating
this kind of information, such as “breaking bad news”.
Since nurses spend more time with patients and patients’ families than any other
health care professional, they can be advocates and can educate patients and families on
questions to discuss with the other healthcare professionals. In palliative care issues,
nurses often act in the role as consultant and educator since nurses are closely involved
2

with all aspects of palliative care. Nurses have the potential to address the multitude of
needs facing individuals with terminal illness and their families. Expert nursing care has
the potential to greatly reduce burden and distress. Indeed, nurses have the ability to
offer support needed for patients, families and caregivers.
Unfortunately, previous research in previous years has demonstrated that major
deficiencies exist in nursing education for palliative care. From 1997 to 2000, for
example, researchers at the City of Hope National Medical Center conducted a project
titled, “Strengthening Nursing Education to Improve End of Life Care” supported by the
Robert Wood Johnson Foundation. The research conducted during the course of this
project demonstrated major deficiencies in nursing education for palliative care,
including the lack of content in nursing texts in palliative and end of life care. The
researchers found minimal content with the nursing curriculum, with corresponding
inadequacy of nursing faculty knowledge related to palliative care. Results from other
national studies also came to the same conclusion: Nurses simply were not prepared to
provide optimum palliative care (End of Life Nursing Education Consortium, 2003,
Ferrell & Coyle, 2002).
Existing studies, though, do not necessarily depict where knowledge is lacking;
thus, additional study is needed to address this deficiency before educational programs
can be developed. Since studies have not found generalities between knowledge and
perception of practicing nurses, this study was an attempt to establish if there is a positive
relationship between the knowledge and perception of nurses regarding palliative care
and their capability to provide it.
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Significance of the Problem
Clearly defining palliative care can be complex. For example, when a patient has
a condition that is no longer curable and progresses along a trajectory requiring comfort
care and symptom management, palliative care is often overlooked. Palliative care can
be provided even before the presentation of an illness or diagnosis, and this type of care
can continue for the family and loved ones “left behind”, after a person’s death, yet the
focus remains on curative care.
A continuum of care flows back and forth between curative care (therapies to
modify a disease) and palliative care (therapies to relieve pain and suffering and/or
improve quality of life). This continuum is seen throughout a patient’s life, from risk
reducing care and the potential risk of the disease to presentation of a diagnosis, from
acute to chronic conditions and in preparation for the end-of-life and life closure.
Palliative care provides that dignity and quality of life even in the last hours of life as
well as in bereavement care, which extends beyond the patient’s physical death (see
Figure 1)
Sometimes, patients or their families have been told that there is nothing more
that can be done. This statement is a reflection of physician’s inability to cure the
disease. However, patients are more than the illnesses from which they suffer. Palliative
care addresses the whole person and extends maximum comfort to those patients, their
loved ones, and the patients' caregivers.
The word "palliative" comes from the Latin word "pallium," which means "to
cloak." Palliative care envelops and improves the symptoms of a disease, but does not
directly treat its underlying cause. Therefore, the focus of palliative care is on improving
4
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Figure 1. Continuum of Palliative Care (Used with permission from Ferris et al, 2001).

persons' quality of life and extending support to their families and caregivers (American
Academy of Hospice and Palliative Medicine, 2004; Faull, 1998). Dame Cicely
Saunders, one of the earliest pioneers in America regarding palliative care, reported that
patients could be relieved of distress so that they were able to remain “themselves,”
living with dignity and enjoyment until they died peacefully. She felt patients should
neither be busy with distress or overwhelmed by treatment, leaving their families with
pleasant memories to help them through their bereavement process (Saunders, 1970).
A palliative care program structures a variety of hospital resources (medical,
nursing, social workers and clergy) to effectively deliver high-quality, coordinated care to
patients with advanced illness. Successful palliative care programs use an array of
delivery systems, from consultative services to inpatient units (Center to Advance
Palliative Care, 2005).
For patients, palliative care provides vigorous treatment of the pain, symptoms
and stress of serious illness so that they can maintain the best quality of life throughout
their illness, focus on their daily activities, and tolerate any other treatments that they are
receiving. A palliative care team works closely with a primary physician to deliver wellcoordinated and communicated care and to provide guidance and counseling to the
patient and family members regarding an array of treatment choices.
Palliative care supports and assists the efforts of clinicians to provide the highest
quality bedside care by addressing patients' sometimes intricate and changing symptoms,
while providing patient-family case management and coordination. Hospitals with
palliative care programs decrease length of hospital and ICU stays and ease patient
transitions between care settings, resulting in increased patient and family satisfaction
6

and compliance with hospital care quality standards. These standards consist of specific
indicators for patient satisfaction, as well as excellence in clinical, functional and
financial outcomes.
Without specific training in palliative care, nurses may be uncomfortable treating
patients who are reaching the end of the life cycle, and whose need for support is at its
greatest. Nurses sometimes may find themselves unprepared to meet this need.
Additionally, in aiding patients and families through the process of grieving and
bereavement, there are times when nurses have only hours or minutes to give comfort and
support.
There can be many barriers to the management of pain and symptoms. As well as
obvious physical aspects, pain and symptom management includes psychological, social,
emotional, and spiritual dimensions. Some nurses fear over-treating symptoms or giving
the "last dose" for pain; others may fear loss of control or "breaking the rules" and simply
avoid the sensitive subject of palliative care.
At the bedside or among their colleagues, many hospice nurses are good
clinicians but not necessarily good teachers. Many educators do not know enough or do
not present enough material about palliative care in their courses. Nursing students report
not having enough exposure in the curriculum or clinical experiences regarding this
subject, yet almost every practice will ultimately deal with these issues. Where, then, do
nurses gain this necessary knowledge in order to care for people at the most delicate,
subjective, fragile, helpless, almost hopeless time of their lives?
This study began to demonstrate how much practicing nurses know about
palliative care and what their perceptions were of their own capabilities in providing
7

palliative care. This study was an attempt to establish if there were discrepancies
between the knowledge and perception of nurses regarding palliative care and their
capability to provide it.
Purpose of the Study
The purpose of this study was to determine if there a relationship existed between
the knowledge and perception of nurses regarding palliative care and their capability to
provide it. The nurses' perception of preparedness involves a) communication, b)
provision of palliative care for patients and their families, and c) the ability to teach
students, other staff, patients, and families about palliative care. The compendium of
nursing knowledge is gained in academic settings, as well as through experience,
continuing education, and on-going research. Ultimately, the goal of this study was to
establish the need for a palliative care program of study for nurses and to explore the
development of such a program.
Conceptual/Theoretical Framework
The conceptual models of Imogene King (regarding perceptions), and Betty
Ferrell (pain and quality of life) were used as a foundation for this study. Imogene King
views man in terms of his perceptions that influence his life and his health, functioning in
social systems through interpersonal relationships (1971).
King described perception as each individual's representation or image of reality;
which creates an awareness of people and events (1971). It is each individual’s
representation or image of reality, and an inter-relationship of factors that influence and
determine perceptions. King posits, “In order for nurses to interpret actions or reactions
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of others, it is essential that they recognize the elements in the perception milieu that
motivate or hinder achievement of goals” (1971, p. 95).
A continuous, dynamic process exists when the perceptions of the nurse lead to
judgments and actions, while simultaneously leading to judgment and action by the
patient. For example, a nurse may perceive symptoms in a patient from only his or her
own point of view. According to the nurse's level of perception and knowledge, he or she
might exclude the perception of the patient, with the possibility of rendering interventions
ineffective. Such considerations are vital to the specialization of palliative nursing.
Based on the King's concepts of perception, the complexity of human relationships can
be better understood.
King further said, “Health is a dynamic state in the life cycle of an organism which
implies continuous adaptation to stresses in the internal and external environment through
optimum uses of one’s resource to achieve maximum potential for daily living” (1971,
p. 24). Health is influenced by man’s biophysical, psychological and social make up
(see Figure 2).
In palliative nursing, symptom management can have an impact on a person's
physical status, and also on her or his emotional, psycho-social and spiritual status as
well. For example, a patient's severe pain could be expected to affect satisfactory
conversation with family members. Successful symptom management would ideally have
a positive impact on both physical and social aspects of pain.
Betty Ferrell and colleagues complemented King’s concepts with a focus on
quality of life issues specific to palliative care (1991). Their model is based upon the
multi-dimensional aspects of being human and on how the advancement of treatments,
9
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Figure 2. King’s Model, Interrelationship of Factors Determining Perception. Used with permission from King, I. (1971).
Toward a theory for nursing. New York, NY: John Wiley & Sons. (p. 96)

procedures and medications to lengthen life has heightened awareness regarding quality
of life. Former executive director Sam Goiter, from the City of Hope National Medical
Center in Duarte, CA, states, “There is no profit in curing the body if in the process we
destroy the soul” (Ferrell et ah, 1991, p. 18). Quality of life is critical, even when the
physical body is no longer curable.
Clearly, the multidimensional nature of palliative care needs to be appreciated.
Patient and family needs differ regarding any aspect of human need (see Figure 3).
Ferrell (1998) stated that the goal of palliative care is to achieve the best quality of care
for patients and their families while maximizing comfort and maintaining dignity. In the
concept of quality of care, each of these dynamics is desirable to be balanced in palliative
care. If any one of these aspects is either not addressed or omitted, then the quality of the
patient and family’s life is in jeopardy. Thus these concepts are necessary to the
understanding of this study, regarding nurses’ knowledge and perception of palliative
care.
Research Question or Hypothesis
For the purpose of this study, the three research questions were:
1. What are the perceptions of nurses in ND regarding palliative care?
2. What is the knowledge of nurses in ND regarding palliative care?
3. Are selected demographics related to the knowledge and perception of ND
nurses regarding palliative care?
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Definitions
For the purpose of this study, the following terms are defined:
Perception: one's insight, awareness, and consciousness of things, a mental image,
the process of registering sensory stimuli as meaningful experience. This will be
measured using the data collection tool (see Appendix A).
Knowledge: facts or ideas acquired by study, investigation, observation, or
experience, the fact or condition of being aware, the range of one's information or
understanding, the circumstance or condition of apprehending truth or fact through
reasoning, the fact or condition of having information or of being learned. This was
measured using the data collection tool (see Appendix A).
ND Nurses: for the purpose of this study, individuals who practice nursing and
live in ND and are licensed as Registered Nurses (RNs) or Licensed Practical Nurses
(LPNs) in the state of North Dakota. This was measured using the data collection tool
(see Appendix A).
Palliative Care: the active total care of patients whose disease is not responsive to
curative treatment. Control of pain, of other symptoms and of psychological, social and
spiritual problems is paramount. The goal of palliative care is achievement of the best
possible quality of life for patients and their families (World Health Organization, 1990,
& 2004). Palliative care does not cure, but provides aggressive treatment of symptoms
and is synonymous with comfort care.
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Assumptions of the Study
The following assumptions are used in this study:
1. The participants will be truthful and honest about their understanding and
perceptions of palliative care.
2. Nurse’s former education and expertise will have an influence on their
answers.
3. Participants in the survey are representative of rural and urban nurses in ND.
4. Surveys will be answered by those individuals to whom they were addressed.
Limitations
The following limitations are identified for this study:
1. Participant answers may be greatly different than the perceptions and
knowledge base of non-participants.
2. Nurses’ perceptions may be influenced by their own personal experiences
with palliative issues.
3. The use of a selected state sample prevents generalizing the findings of this
study to other states or populations.
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CHAPTER II
REVIEW OF LITERATURE
This study addresses the following research questions:
1. What are the perceptions of nurses in ND regarding palliative care?
2. What is the knowledge of nurses in ND regarding palliative care?
3. Are selected demographics related to the knowledge and perception of ND
nurses regarding palliative care?
This chapter reviews (a) the historical perspectives of patients with advancing
illness, (b) the medical and technical advances in healthcare and impact on dying,
(c) aging population and chronic conditions, d) the need for expert palliative care, (d) the
importance of palliative care nursing education and perception, and (e) ND studies
regarding end of life and palliative care.
History of Patients With Advancing Illness
Until the late 1880s healthcare providers could do little for the seriously ill. Most
care was provided by immediate and extended family members and most died at home,
usually within days of the onset of illness. (Coyle, 2001, End of Life Nursing Education
Consortium, 2003, Ferrell & Coyle, 2002). Thus, up until the 20th century, the concept
of palliative care was not even an issue. During the 1900s, advances in health care
extended life such that the average American’s lifespan increased by approximately 30
years, and the focus of health care shifted from alleviating suffering to curing disease. In
15

the 20th century, public expectations changed, and deterioration and death were
considered to be failures of the healthcare system (Field & Cassel, 1997).
Medical and Technical Advances and Impact on Dying
During the past several decades, medical and technical advances have changed the
way Americans die. The dying process may be prolonged, in part due to medical
treatments that can manage such issues as pneumonia, infections, kidney failure, and
other immediate causes of death. Often a clinical team and a patient's family are
confronted with a difficult period of decision-making concerning the aggressive treatment
choices and their cessation. Because it is often an ordeal to come to terms with medical
futility, many patients experience burdensome procedures and/or therapies, which can be
exhausting, expensive, unsettling and unsuccessful (Agency for Health Care Policy and
Research, 1996).
Additionally, there is widespread fear that the only alternative to aggressive
treatment is abandonment and suffering. Since the healthcare system is primarily
oriented towards the cure of acute medical conditions and injuries, it does not recognize
that the medical needs of the dying patient are of a different nature, and therefore, require
a multidisciplinary approach. Consequently, little coordination, if any, existed between
the interdisciplinary team members.
Since the treatment of dying Americans changed, care for patients at the end of
life created unnecessary transitions between medical care institutions. In response to
these changes, national initiatives recommended by studies were developed to improve
care of the dying. Significant efforts are being made to improve education of health
professionals and to encourage public awareness of the issues. However, important gaps
16

in knowledge limit the evidence based care of the dying (Agency for Health Care Policy
and Research, 1996).
Aging and Chronic Conditions
Given the aging and growth of the population, significant increases in chronic
illnesses are predicted. More than 70% of deaths occur in those over 65 years of age. A
shift is taking place from patient care in the hospital to family care in the home. More
than 20% of patients near the end of life need at least 10 hours of care a day (Rushton et
al., 2003).
People who are told they have a life-threatening disease or terminal illness often
suffer in fear, and their families suffer with them. Tragically, in America today, these
fears are well founded. People fear tangible things related to when and how they will
eventually die—being abandoned, or becoming undignified in terms of what they do and
how they look or smell. They are concerned about being a burden to their families, not
only as a physical strain, but also a financial hardship. People are also afraid they will
die in pain, and other studies confirm that this is a legitimate concern (Byock, 1997).
Because they are frail, have difficulty expressing themselves and are frequently
dependent on others, elderly patients have special needs. Moreover, they may be
cognitively impaired and often have other physical limitations and complex medical
problems. They react differently to medications than other populations do. The elderly
population often lacks access to advocacy, yet experiences indifference from healthcare
workers (Ferrell, 2001).
Dr. Ira Byock, a leading physician and expert on hospice and palliative care,
wrote:
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Suffering commonly goes hand in hand with an incurable illness as people
struggle with discomfort, disability, and their inevitable demise. They may suffer
from the physical pain of their disease, and they may suffer as well from the
emotional and psychological pain that comes with losing all they have been and
all they have imagined they will be. While these two kinds of suffering are
almost universal among the dying, they are not untouchable. Suffering persists
when a person’s physical pain is ignored or declared uncontrollable or when a
person’s emotional pain is not understood or is dismissed as inevitable the
personal, internal suffering can be far more intense and require even more skillful
intervention. (Byock, 1997, p. 59)
The focus, then, is not identifying or curing the disease, but in achieving comfort and
relief of symptoms, regardless of their causes.
The Need for Expert Palliative Care
Widespread dissatisfaction with medical care exists in the United States when
palliation is needed. The Robert Wood Johnson Foundation revealed that pain was
common to 50 percent of hospitalized patients during their last few days of life. Notably,
discrepancies existed between patients' wishes and actual treatment (End of Life Nursing
Education Consortium, 2003).
Americans have come to fear that they will die alone, and that they will die in
distress and pain. The American culture's emphasis on high-tech cures has caused
neglect in pain management and palliative care for the dying. With the diligence to save
lives, healthcare has actually become less skilled at helping people as they approach
death. More training in palliative care is necessary. In particular, an attitude that
18

especially needs reform is the unreasonable and unwarranted fear about addiction to
opiods at life's end (Partners Against Pain, 2000).
A two-phase study conducted in the early 1990s, SUPPORT (The Study to
Understand Prognoses and Preference for Outcomes and Risks of Treatment, 1995) was
one of the largest and most comprehensive efforts that described both preferences of
seriously ill patients and their processes of communication. More than 9,000 patients
participated, and each participant had one of nine illnesses associated with a 50%
mortality rate with a six-month prognosis.
Phase I of SUPPORT identified substantial deficiencies in care patients received:
patients and families had poor communication, and patients often experienced
uncontrolled pain and died after receiving invasive treatments aimed at cure, even when
the prognosis was poor and the treatment futile. Phase II of the SUPPORT study
involved nurses discussing with patients their preferences for end of life care. However,
the finding was that physicians and patient surrogates only partially understood patients'
preferences even after intentional communication between the healthcare providers,
surrogates, and patients.
In its 1997 report, "Approaching Death," the Institute of Medicine (IOM) called
for the need to improve care of patients at the end of life. Noting that the United States
suffers from severe deficiencies in the delivery of palliative care, the IOM requested that
healthcare professionals commit themselves to the use of existing knowledge in order to
reduce pain and to manage symptoms in patients nearing death. Perhaps most important,
the IOM recommended that medical training programs educate practitioners in the care of
dying patients.
19

Many barriers prevent healthcare professionals from delivering—and patients
from receiving—humane and compassionate treatment at the end of life. These barriers
include clinicians' fears of inducing physical or psychological addiction to pain
medications, their misconceptions about pain tolerance, and assessment biases. Fear of
regulatory scrutiny affects physicians' willingness to prescribe pain medication. Medical
and nursing textbooks devote only a few pages to current pain and symptom control
guidelines, suggesting that increased attention to pain and palliative care education at all
health science schools is essential. Education, clinical experience, and role modeling (all
elements of medical training) can help to reduce under-treatment of pain at the end of life
and across the continuum of care (Foley, 2000).
Cassel and Meier (2001) gave an example of symptom management: If a person
has pain or shortness of breath, nausea, sleeplessness, anxiety or depression, symptoms
are identified and treated through whatever means are most effective. It has taken the
medical profession in the United States a long time to attend to symptoms that patients
are suffering from, rather than the disease as the only focus of medical efforts. This
change of focus from disease to symptom management affects the nursing care of
patients as well.
Cassel and Meier (2001) also identified three goals affecting symptom
management. Palliative Care aims to improve care by (a) relieving physical and
emotional suffering, (b) improving communication and decision-making between patient
and healthcare provider, and (c) coordinating continuity of care across settings.
There are several obstacles to achieving quality care, but Meier, Morrison, and
Cassel (1997) recognized professional knowledge and skills in palliative care as one of
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the most significant. By implementing education in palliative care, future health
professionals could be trained to meet the needs of the elderly and others with complex,
chronic, and advanced illness by providing timely and appropriate palliative care
(Meier, 2003).
Importance of Palliative Care Nursing
Education and Perception
From hospital to home, nurses may have intermittent or continuous contact with
patients and may provide the patient’s sole link to the health care system. Acting as
independent practitioners, nurses often assume primary responsibility for assessment and
management of pain and other symptoms. They are expected to provide physical care,
manage numerous symptoms with the latest treatment techniques, educate patients and
families in self-care, and communicate patients' needs to the primary care physician
(Ferrell & Coyle, 2001).
Nurses are generally recognized and acknowledged as the cornerstone of
palliative care. However, surveys of nurses' knowledge of palliative symptom
management reveal serious knowledge deficits that could adversely affect the care of
patients with pain and other symptoms. Previous research has explored basic pain
management issues such as assessment, myths and misconceptions surrounding pain, and
principles of analgesic use. Advances in recent years have increased the demand for
continuing education that will extend documented scientific advances in pain alleviation
to actual clinical practice (Farrell, 1998, Ferrell, Grant & Virani, 1999). Affecting nurses
in all settings, the current demand is for improved palliative care.
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Measuring knowledge is an important component of both nursing education and
practice, which enables the assessment and evaluation of learning needs and the efficacy
of programs and services (Dowell, 2002). Given the growth of palliative care practice,
educators and administrators must have methods to measure the learning needs of nurses
in order to provide them with relevant education aimed at increasing knowledge of
palliative care practice. Ross et al. (1996) used a research survey in Canada to not only
as a means to measure knowledge, but as a method to stimulate discussion and to identify
misconceptions about palliative care nursing. The City of Hope Palliative Care Resource
Center (1999) developed a descriptive survey to assess the needs of oncology nurses in
end of life care, assessing both nursing knowledge and attitude regarding palliative care.
Adriaansen and van Ahterberg (2004) did a study in the Netherlands, to measure the
effects of a palliative care course for nurses.
Cognizant of the emphasis end-of-life care, the nursing profession actually
promotes the comfort and relief of pain for terminally ill patients. The American Nurses
Association (ANA) has sought specialized palliative care education initiatives to improve
nurses’ knowledge of palliative care across nursing specialties (ANA, 2002). The
American Association of Colleges of Nursing (AACN, 1997) as well as ANA have
recognized that educational preparation for end-of-life care has been inconsistent at best
and neglected for the most part, in both undergraduate and graduate curricula. This lack
of education and competency for care can impede the well-being and relationship of the
nurse, the patient and family. Having unmet symptoms, the patient may suffer needlessly
and not be able to have adequate life closure. Examining how nurses know and learn will
provide insight into steps toward competency (Kenny, 2001).
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Although nursing schools are improving course content in the curricula regarding
end-of-life care, practicing nurses have varying levels of continuing education regarding
palliative care (Lloyd-Williams, 2001, Lloyd-Williams & Field, 2002). Studies
conducted regarding the issues of continuing education identified topical areas where
more competency and proficiency was needed, as well as recommendations for content in
nursing school curricula and continuing education programs (Copp, 1994; White et al.,
2001).
Caring for patients and families of patients who have palliative care needs
requires knowledge that encompasses the multi-facets of care. With the increase in
demand for palliative care services, concern for the nature and scope of education is
addressed. All nurses, regardless of their work setting need a sound knowledge base with
understanding and skills specific to end-of-life care (Kennedy, 1998).
Nurse educators are now recognizing the need for specific palliative care
education. They are identifying appropriate and effective strategies to teach care for
patients will advanced illness, life threatening or terminal conditions, as well as for care
of their families. Matzo and Sherman (2001) report that continuing education programs
have had a positive effect on nursing attitudes when they are dealing with patients with
advanced palliative care needs.
ND Studies Regarding End of Life and Palliative Care
As a follow-up to a 1999 survey of North Dakota residents, The Matters of Life
and Death Project in North Dakota (2001) queried adult residents of North Dakota
regarding several palliative issues. The residents were interviewed and asked several
questions about palliative issues. One significant question that was asked of respondents
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was to rank seven issues of most concern regarding end of life. In order of importance,
the ND adult respondents ranked the following:
1. Receipt of sufficient pain medication
2. Strengthening relationships with loved ones
3. Not burdening the family during terminal illness
4. Being in control when dying
5. Having Hospice services available at the time of a terminal illness
6. Being cared for at home
7. Not taking too long to die
Based on these findings and others, agencies in North Dakota also affirmed the
importance of educating health care professionals in knowledge of palliative care. The
North Dakota Hospice and Palliative Care Organization, along with the North Dakota
Association of Home Care, the North Dakota Public Health Association, the North
Dakota Nurses Association and the North Dakota State Department of Health stated that
it is a goal to ensure that each county in North Dakota have at least one nurse trained in
palliative care and pain management.
The North Dakota Nurses Association is increasing regional representation and
participation with Nurse Practice Councils (North Dakota Nurses Association, 2002).
Two areas of focus for the Nurse Practice Councils has been palliative care/end of life
care and pain management.
There are over 8,000 Registered Nurses (RNs) in North Dakota. In April, 2002,
38 nurses from around North Dakota with varying backgrounds and experiences attended
the ELNEC (End of Life Nursing Education Consortium) Train-the Trainer course in
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Grand Forks, North Dakota. Many attendees did not have any previous formal (or
informal) training in palliative care, and many had never taught others about it. Some
were formal educators wanting to leam about palliative care; others were hospice nurses
who wanted to leam how to teach others their clinical expertise. The three-day course
gave a brief overview of nine modules concerning key topics of palliative care and
provided breakout sessions to discuss teaching strategies for these. These nurses
represent only a small number of the practicing nurses in North Dakota, yet many more
nurses are dealing with palliative care, either on an on-going, or at least intermittent
basis.
Summary
Reviewed in this chapter were the historical perspectives of patients with
advancing illness, the medical and technical advances in healthcare and their impact on
dying, and the aging population and chronic conditions. Also identified were the need for
expert palliative care, North Dakota studies regarding end-of-life and palliative care,
specifically nursing in that specialty. This review of literature supported the need to
identify the knowledge and perception of nurses regarding palliative care.
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CHAPTER III
METHODOLOGY
Introduction
The purpose of this study was to establish if there is a positive relationship
between the knowledge and perception of nurses regarding palliative care and their
capability to provide it. This chapter describes the research design of this study,
including the sample population of the study, the study design, the data collection
method, the data collection instrument, the proposed data analysis, and the protection of
human subjects.
Study Design
This study was an exploratory, descriptive survey design. Survey questions were
constructed from an aggregate of three previous studies: Ross et al. (1996), the City of
Hope Palliative Care Resource Center (1999), and Adriaansen and van Ahterberg (2004).
Ross et al. (1996) developed an instrument called the Palliative Care Quiz for
Nursing (PCQN) to measure Canadian nurses’ knowledge of palliative care. The study
was designed to assess knowledge, stimulate discussion, and identify misconceptions
about palliative care nursing.
The second set of study questions was from the City of Hope Palliative Care
Resource Center. The researchers there (1999) developed a descriptive survey to assess
the needs of clinical nurses in end of life care. Their survey was mailed to a random
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sample of oncology nurses, with more than 2,300 nurses completing the survey. The
survey contained both knowledge and attitude questions regarding palliative care.
A third survey was done by Adriaansen and van Ahterberg (2004) in the
Netherlands. Their study was the development of a test instrument to measure the effects
of a palliative care course for registered nurses and licensed practical nurses. Their
instrument was comprised of an expertise-and-insight test along with a self-efficacy
instrument. They used the reliability and validity of the PCQN study, adding descriptive
questions regarding nursing perceptions.
Sample, Sampling Procedure and Setting
The sampling procedure entailed sending a survey to 300 randomly selected
North Dakota nurses, 150 Registered Nurses (RNs) and 150 Licensed Practical Nurses
(LPNs). The sample pool was randomly drawn from lists obtained from the North
Dakota Board of Nursing data base licensure information using random sample tables
(Mann, 2004). The research sample was comprised of 78 nurses who chose to participate
in the study. The subjects reflected a variety of nursing experience and education levels,
representing both urban and rural communities. Subjects were considered eligible for
participation in the study according to the following sample selection criteria:
1. Being a registered or licensed practical nurse, living in and licensed to
practice in North Dakota
2. Having given consent to participate by returning the survey.
Procedure
Surveys were mailed to respondents with a cover letter (Appendix A), explaining
the purpose of the study, a brief explanation of how to complete the survey, where to call
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for assistance if needed, and the voluntary nature of the study. The cover letter included
instructions to complete the questionnaire as soon as it was received and how to return it,
as well informing the recipient that completion and return of the questionnaire would
comprise their consent. Chosen for an aggregate of three previous studies, the survey
consisted of demographic data and knowledge and perception questions. A stamped, pre
addressed return envelope with the investigator’s address was included with the survey.
Nurses from North Dakota were randomly selected from addresses listed by the North
Dakota Board of Nursing. Each survey participant was randomly selected and was kept
anonymous for the purposes of selection and return of survey.
Instrumentation
The data to be collected addressed demographic information, nurses' perceptions
and nurses' knowledge related to palliative care. Data collected from the subjects
included information related to the following thirteen demographic variables: (a) gender,
(b) ethnicity, (c) age, (d) first nursing education level, (e) highest nursing education level,
(f) current work site, (g) current area of practice, (h) specialty/title, (i) years of practice,
(j) population size of population served, (k) ethnicity of population served, (1) palliative
care background and use, and (m) palliative care education.
Nurses' perceptions were measured using a perception survey that was developed
by the researcher from questions in Adriaansen and van Ahterberg study (2004). Nurses'
knowledge was measured using a knowledge survey that was developed from questions
taken as from the PCQN study and The City of Hope Palliative Care Resource Center
(1999). Minor grammatical changes in questions were made to clarify the questions for
the participants.
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The perception section of the survey had 13 subjective questions with a fourchoice, Likert-type rating scale: 4 = “strongly agree” to 1 = “strongly disagree”. The
knowledge section of the survey had 21 questions, some of which were mixed multiplechoice with five choices. The knowledge section also had true/false questions with three
answers to choose from. To avoid the confounding issue of guessing, all knowledge
questions included a “don’t know” choice. Prior to conducting the final study, a pilot
study with University of North Dakota College of Nursing students was carried out to
establish an estimated time of completion and to evaluate the clarity of the questions.
The nursing students completed the entire survey within 5-10 minutes, and minor
changes were made to the survey tool, according to students' comments with regard to the
clarity of questions.
Reliability and Validity
The content of the tool was derived from the current standards and practices of
palliative care such as the World Health Organization, American Academy of Hospice
and Palliative Medicine, American Association of Colleges of Nursing, and the American
Nurses Association. The content validity was established by the three previous
researchers used in this study. The PCQN demonstrated no statistically significant
differences in scores at first writing when compared with scores at second writing
(t = 0.19, d.f. = 27, P = 0.99) (Ross et al., 1996). The internal consistency was 0.78 and
the correlation coefficient was 0.56. The City of Hope Pain/Palliative Care Resource
Center’s instrument (1999) stated that there were no reliability or validity data available,
as the surveys were being used for the first time. Adriaansen and van Achterberg’s
survey (2004) determined Cronbach’s alpha of 0.80, indicating only two items had a low
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item-to-total correlation (0.13 and 0.17, respectively) regarding specific aspects of the
self-efficacy instrument, and these were not removed. Adriaansen and van Achterberg
reported that the construct validity was established by comparing scores of nurses at
various levels of expertise and background. Internal consistency was 0.71 (KR-20) for
the test and reliability was established with items reflecting both knowledge and
perception domains.
Data Analysis
Both descriptive and inferential statistics were used to summarize data. Variables
of interest were analyzed with tests of hypotheses that included the t t-test, chi-square,
Pearson’s Correlation, linear regression, Mann-Whitney, and analysis of variance
(ANOVA), as appropriate to the level of data.
Protection of Human Rights
Human subject approval was obtained from the University of North Dakota
Institutional Review Board prior to implementation of the study. It was explained to the
participants that by completing and returning the survey, they would be giving their
consent to participate in the study. It was explained that their anonymity would be
protected; no identifiers were used and participants were cautioned not to place their
names on the returned surveys (see Appendix A). It was explained that their responses
would be grouped in aggregated with others who participated in the study. Subjects were
informed that participation was voluntary and that they could terminate their participation
in the survey at any time without repercussions.
The benefits for participating in the survey were explained as providing
information that could be of value to nursing and other health care professionals. Due to
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the noninvasive nature of this study, it was explained that there would be little risk to
them by participating in the survey. Loss of time and a potential of anxiety or memory of
unpleasant past events due to the nature of the subject were the only identified risks. All
materials were placed in a locked file with separate drawers; these materials will be
shredded in six calendar years and then destroyed.
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CHAPTER IV
PRESENTATION AND ANALYSIS OF DATA
The purpose of this descriptive, exploratory study was to establish if there was a
positive relationship between the knowledge and perception of nurses regarding palliative
care and their capability to provide it. First, the study described the level of capability
that nurses felt regarding their palliative care issues and practices. Second, it explored
North Dakota (ND) nurses' knowledge regarding palliative care. This study also explored
to what extent selected demographic characteristics played a role in nurses’ ability to
answer questions correctly concerning palliative care. These demographics included:
(a) highest level of nursing education, (b) RN or LPN status, (c) years of practice, and
(d) formal or continuing education regarding palliative. This chapter includes a
description of the study sample and presentation of the data analysis addressing the
following research questions:
1. What are the perceptions of nurses in ND regarding palliative care?
2. What is the knowledge of nurses in ND regarding palliative care?
3. Do selected demographics affect the knowledge and perception of ND nurses
regarding palliative care?
Study Sample
A total of 78 North Dakota nurses including 23 LPNs (29%) and 55 RNs, (71%)
returned completed surveys and participated in the study, yielding a 26% response rate
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from the 300 possible (150 RNs, 150 LPNs). The SPSS for Windows version 9.0 was
used for statistical analysis.
Demographic Characteristics
Of the 78 respondents, 7 were male (9%) and 71 were female (91%). Only one
respondent was not Caucasian. Over 50% of the respondents were between 40 and 60
years of age (n=45). A third of the respondents serve an urban population (n=26). A
majority of the primary population ethnicity served was Caucasian (85%) and nine
respondents (12%) selected more than one category. One respondent wrote in "serving in
the military" as to the population served.
Thirty-eight respondents (49%) indicated that their initial nursing education was
at the LPN level. A third of the respondents (n=25) indicated the baccalaureate level was
their initial education level. There were 6 diploma (8%), 8 ADN (10%), and 1 (1%)
Master's prepared nurse for initial nursing education. No nurses received their initial
nursing education at the doctoral level. Overall, the LPN level was indicated as the
highest nursing education, 29% (n=24), and 46% (n=36) of the nurses indicated the
baccalaureate level. The other highest nursing education included: diploma 6 (8%), ADN
4 (5%), Masters 6 (8%) and PhD 1 (1%). (See Table 1 for summary of selected
demographic characteristics of ND nurses.)
Practice Characteristics
Fifty-five percent of the respondents (n=43) worked in a hospital. Thirty-five
respondents (45%) worked in other settings, which included the following: Respiratory,
Cardiac Catheter lab, Intensive Care Nursery, Geriatrics, Psychiatry, Interventional
Radiology, Managed Care Clinical Liaison, Diabetes Center, Dialysis, Ambulatory
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Table 1. Selected Demographic Characteristics ofND Nurses (n=78).

Characteristic

n

Percentage

7
71

9.0
91.0

Caucasian
Pacific/Asian

77
1

98.7
1.3

20-9
30-3
40-49
50-59
60-69

11
15
23
22
7

14.1
19.2
29.5
28.2
9.0

8
13
11
19
26
1

10.3
16.7
14.1
24.4
33.3
1.3

66
1
10
1

84.6
1.3
12.8
1.3

Gender
Male
Female
Ethnicity

Age

Population Served
Rural (less than 1,000)
Rural (1,000 to 5,000)
Rural (>5,000 to 10,000)
Rural (>10,000 to 50,000)
Urban (>50,000)
No reply
Primary Population served
Caucasian
Native American
Other/Both
No reply
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Table 1 (cont.).

Characteristic

n

Percentage

First Nursing Education
LPN
Diploma RN
ADN
BSN/BA
MSN/MS/BA
Doctorate

38
6
8
25
1
0

48.7
7.7
10.3
32.1
1.3
0.0

24
7
4
36
6
1

30.7
8.9
5.1
46.2
7.7
1.3

Highest Education
LPN
Diploma RN
ADN
BSN/BS/BA
MSN/MS/BA
PhD/EdD/DNS

surgery, Anesthesia, Pain, Employee Health, Orthopedics, and Rehabilitation. Medical
surgical practice was the primary work setting (32%, n=25). Respondents also added
seven other practice locations: Home Foster Parent, Managed care, Telehealth,
Women/Infant/Children (WIC), Dialysis Unit, and a Monastery infirmary. One nurse
was retired (1%).
Respondents were primarily staff nurses (52%, n= 41). Other titles included:
Clinical Coordinator, Resource Team, Sexual Assault Nurse Examiner, Clinical
Optimization Liaison Nurse, Chief Nurse Anesthetist, Medication Nurse, Administrator,
Hospital Supervisor, Personal Care Nurse and Parish Nurse. Fifty percent of the
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respondents had more than twenty years of experience (n=39). (See Table 2 for summary
of Location of Practice, Setting, Title and Length of Practice ofND nurses.)
Palliative Care Background
Only 34 respondents (43.6 %) reported having palliative care as part of their
basic nursing education, but 65 (83 %) used palliative care in their nursing practice. A
majority of the participants used some source of information regarding palliative care
(n=75, 96%), but only 4 (5%) had formal ELNEC or Education in Palliative and End-ofLife Care (EPEC) training. Fifty-nine percent of respondents reported attending
educational offerings regarding palliative care concepts since completing nursing school
(n=46). Twelve respondents (15%) reported not having received ongoing education
regarding palliative care concepts. A majority of the respondents used in-services,
practice/experience with patients, and journal articles as ongoing education (54%, 69%
and 58% respectively).
Five respondents (6%) listed other sources of information they had used
regarding palliative care. These sources included patients and patients' families, direct
contact with hospice nurses, previous work in hospice and home health and nursing
school education. One respondent (1%) listed having a family member as a recipient of
palliative care as ongoing education (See Table 3 for a summary of palliative care
background information.).
Research Questions
Question One
The first research question for this study was: What are the perceptions of nurses
in ND regarding palliative care? This research question was analyzed using the data
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Table 2. Location of Practice, Setting, Title and Length of Practice.

Characteristic

n

Percentage

Location of Practice (may be multiples)
Hospital
Home Care/Community
Ambulatory Care/Outpatient
Long Term Care/Assisted Living
Rehabilitation
Hospice
University/School
Other

43
6
13
14
2
2
0
7

55.1
7.7
16.7
17.9
2.6
2.6
0.0
9.0

25
13
9
10
5

32.1
16.7
11.5
12.8
6.4

6
6
6
5
2
0
35

7.7
7.7
7.7
6.4
2.6
0.0
44.9

41
8
3
5
1
1
3
10

52.6
10.3
3.8
6.4
1.3
1.3
3.8
12.8

Setting (may be multiples)
Medical/Surgical
Critical Care/Emergency
Hospice/Palliative Care
Oncology
OR/Post-anesthesia
Community/Parish/Public Health/
Occupational Health
OB/GYN/Nursery
Pediatrics
Administration
Education
Research/Lab
Other
Title (may be multiples)
Staff Nurse/Clinical Nurse
Charge Nurse
Nurse-Manager
Nurse Director/Executive
Nurse Educator
Clinical Nurse Specialist
Nurse Practitioner
Other
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Table 2 (cont.)

Characteristic

n

Percentage

Length of Time in Nursing
Less than lyear
1-4 years
5-8 years
9-12 years
13-16 years
17-20 years
More than 20 years

2
8
8
7
7
7
39

2.6
10.3
10.3
9.0
9.0
9.0
50.0

obtained from the perception survey questions developed by the researcher. The topics in
the perception questions included 13 issues pertinent to everyday practice in most settings
with patients requiring palliative care. Respondents were asked to rate 13 palliative care
concepts in relation to the degree of how capable the respondents felt they were in
providing interventions of palliative care. Respondents rated each item as "strongly
agree," "agree," and "disagree," to "strongly disagree" (see Table 4).
The mean perception score was 1.92 (SD .446), demonstrating overall, nurses
entered “strongly agree"(scored as 1) or “agree" (scored as 2) to most answers. A
majority of the concepts were rated "strongly agree" and "agree", but over one-fourth of
the respondents disagreed or strongly disagreed with question #5, that is, being able to
discuss in a multi-disciplinary team meeting their inability to deal with selected patients
receiving palliative services (n=20, 26%).
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Table 3. Palliative Care Background Information.

Palliative Perception

n

Percentage

34
43
0

43.6
55.1
0.0

65
13

83.3
16.7

None
Bedside care/experience
Continuing education/in-services
Conversations with other professionals
Multi-disciplinary team meetings
Books, pamphlets
Intemet/listservs
Journal articles
ELNEC/EPEC materials
Other

3
53
47
49
26
34
9
35
4
5

3.8
67.9
60.3
62.8
33.3
43.6
11.5
44.9
5.1
6.4

Education offerings regarding palliative care
Yes
No

46
32

59.0
41.0

12
42
54
4
0
14
45
0.0
0.0

15.4
53.8
69.2
5.1
0.0
17.9
57.7
0.0
0.0

Part of your basic nursing education
Yes
No
No reply
Used in nursing practice
Yes
No
Sources of information used (may be multiples)

Ongoing education (may be multiples)
None
Continuing education/in-services
Practice/experience with patients
ELNEC/EPEC training
University specialty degree
Read books
Read joumals/articles
ELNEC/EPEC materials
University coursework
Other
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Table 4. Perception Question Results.

Palliative Perception

n

Percentage

1. Nausea Counseling
Strongly Agree
Agree
Disagree
Strongly Disagree
No reply

32
41
3
1
1

41.0
52.6
3.8
1.3
1.3

29
46
3
0

37.2
59.0
3.8
0.0

28
46
4
0

35.9
59.0
5.1
0.0

14
51
9
2
1

17.9
65.4
11.5
2.6
1.3

13
41
20
1
1

16.7
52.6
25.6
1.3
1.3

2. Protecting Patients’ Interests
Strongly Agree
Agree
Disagree
Strongly Disagree
3. Anxious Patient
Strongly Agree
Agree
Disagree
Strongly Disagree
4. Co-worker inability
Strongly Agree
Agree
Disagree
Strongly Disagree
No reply
5. Multi-disciplinary Team
Strongly Agree
Agree
Disagree
Strongly Disagree
No reply
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Table 4 (cont.)

Palliative Perception

n

Percentage

13
41
22
2

16.7
52.6
28.2
2.6

33
41
4
0

42.3
52.6
5.1
0.0

15
36
22
4
1

19.2
46.2
28.2
5.1
1.3

21
43
12
1
1

26.9
55.1
15.4
1.3
1.3

18
52
8
0

23.1
66.7
10.3
0.0

6. Nutritional Problems
Strongly Agree
Agree
Disagree
Strongly Disagree
7. Pain Assessment/Management
Strongly Agree
Agree
Disagree
Strongly Disagree
8. Complementary Care
Strongly Agree
Agree
Disagree
Strongly Disagree
No reply
9. Goals of Care
Strongly Agree
Agree
Disagree
Strongly Disagree
No reply
10. Psychological Support
Strongly Agree
Agree
Disagree
Strongly Disagree
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Table 4 (cont.)

Palliative Perception

n

Percentage

Strongly Agree
Agree
Disagree
Strongly Disagree

14
37
23
4

17.9
47.4
29.5
5.1

12. Culturally Competent
Strongly Agree
Agree
Disagree
Strongly Disagree
No reply

11
39
24
3
1

14.1
50.0
30.8
3.8
1.3

25
49
3
0
1

32.1
62.8
3.8
0.0
1.3

11. Artificial Nutrition

13. Effective Communication
Strongly Agree
Agree
Disagree
Strongly Disagree
No reply

Twenty-eight percent of the sample did not think they were capable of either
ascertaining a patient’s nutritional problem, providing advice, or offering complementary
care (n=22), as part of palliative care interventions, with questions #6 and #8 addressing
these issues. Twenty-seven respondents disagreed or strongly disagreed with question
culturally competent palliative care, with 27 respondents either disagreeing or strongly
disagreeing (35%).
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Question Two
The second research question in this study was: What is the knowledge of nurses
in ND regarding palliative care? This research question was analyzed using the data
obtained from the knowledge questions on the survey. In this study, the knowledge test
questions demonstrated reliability, with Alpha coefficient of .72. The questions in which
the respondents selected either more than one choice for a question or “don’t know” were
graded as incorrect. For statistical purposes, respondents' scores were converted to
grades, with 70% and above considered a passing grade. Thirty-four respondents (45%)
passed the knowledge questions, based on a passing score of 70% or greater.
Several respondents had multiple answers to numerous questions (specifically, #2,
#5, #6,#8, #9, #10, #13, #14, #16, #17, #18, #20). An overall mean score of 67% correct
was obtained (SD = .337) with scores ranging from 24%-100% correct. Most
respondents (n=76, 97%) had the correct answer for question #6, that is, the most
accurate judge of the intensity of a patient’s pain is the individual patient. The lowest
score found was for question #5 which only 4% had correct (n=3). This question asked if
the philosophy of palliative care is compatible with that of aggressive treatment (See
Table 5).
Question Three
The third research question in this study was: Do selected demographics affect
the knowledge and perception of ND nurses regarding palliative care?
Seven specific relationships were studied. The demographic variables studied were:
(a) comparing LPNs to RNs in regard to perceptions of palliative care, (b) comparing
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Table 5. Answers to Knowledge Questions (B old indicates correct answer).
Question/Answer

n

1. Goal is Cure.
True

Percentage

7

9.0

66

84.6

4
1

5.1
1.3

0

0.0

73

93.6

0
2
1
1
1

0.0
2.6
1.3
1.3
1.3

True

13

16.7

F alse

50

64.1

Don’t Know
No reply

12
3

15.4
3.8

5

6.4

70

89.7

2

2.6

F alse

Don’t Know
No reply
2. *NOT Goal of Palliative Care
Controlling pain and physical symptoms
H a ltin g the progress o f th e disease

Relieving emotional and spiritual distress
Enhancing patient/family choices
Don’t Know
Multiple choices
No reply
3. Only a Downhill Trajectory

4. Emotional Detachment
True
F alse

Don’t Know
5. Aggressive Treatment
T ru e

False
Don’t Know
Multiple choices
No reply

44

3

3.8

62
11
1
1

79.5
14.1
1.3
1.3

Table 5 (cont.)

Question/Answer

n

Percentage

6. Pain Judgment
0
0

0.0
0.0

76

97.4

0
0
1
1

0.0
0.0
1.3
1.3

True

34

43.6

F alse

42
1
1

53.8

T ru e

38

48.7

False
Don’t Know
No reply

7
32
1

9.0
41.0
1.3

A rou n d the clo ck on a fixed sch ed u le5

9

75.6

When the patient asks for the medication
When the nurse determines
When the patient’s family requests
Don’t Know
Multiple choices

8
2
0
6
3

10.3
2.6
0.0
7.7
3.8

The treating physician
The primary nurse
T h e p atien t

The patient’s spouse or family
Don’t Know
Multiple choices
No reply
7. HCP Pain Judgment

Don’t Know
No reply
*Note- Negatively worded question

1.3
1.3

8. Morphine standard

9. Chronic Pain Analgesia
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Table 5 (cont.)
Question/Answer

n

Percentage

10. Disease Extent
True

17

21.8

False

49

62.8

Don’t Know
Multiple choices

11
1

14.1
1.3

66

84.6

2
7
3

2.6
9.0
3.8

2

2.6

11. Adjuvant Therapies
T rue

False
Don’t Know
Multiple choices
12. Demerol Effectiveness
True
False

56

71.8

Don’t Know

20

25.6

T rue

55

70.5

False
Don’t Know
Multiple choices

7
15
1

9.0
19.2
1.3

13. Chronic Pain Manifestations

14. Drug Addiction
True

12

15.4

False

57

73.1

7
1
1

9.0
1.3
1.3

73

93.6

0
5

0.0
6.4

Don’t Know
Multiple choices
No reply
15. Bowel Regimen
T rue

False
Don’t Know
* Note-Negatively worded question
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Table 5 (cont.)
Question/Answer

n

Percentage

16. Respiratory Depression
T rue

28

35.9

False
Don’t Know
Multiple choices
No reply

25
23
1
1

35.9
29.5
1.3
1.3

Family members may resist stopping
It may be refused by a competent adult
It may increase a patient’s pain

7
3
23

9.0
3.8
29.5

G en erally ap p rop riate for term in ally ill

23

29.5

Don’t know
Multiple choices
No reply

16
5
1

20.5
6.4
1.3

17. *NOT Artificial Hydration

18. *NOT for Dyspnea
Administering oxygen

1

1.3

D iscon tin u in g oxygen

61

78.2

2
3
7
4

2.6
3.8
9.0
5.1

Reducing anxiety
Administering morphine
Don’t know
Multiple choices
19. Suffering
True

13

16.7

F alse

55

70.5

Don’t Know

10

12.8

20. Loss Accumulation
True

17

21.8

F alse

44

56.4

Don’t Know
Multiple choices

15
2

19.2
2.6

51

65.4

25
2

32.1
2.6

21. Fatigue
T ru e

False
Don’t Know
* Note-Negatively worded question
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continuing education, (e) comparing palliative care knowledge with palliative care
background, (f) comparing palliative care knowledge to palliative care perceptions, and
(g) establishing if there was a relationship between the nurses' years of practice with
palliative care knowledge. Each of these relationships was explored. Most of these
demographic variable comparisons demonstrated no statistical significance. The scores
comparing LPNS to RNs with palliative care knowledge were statistically significant
(p = 0.000). All of the other six demographic variables demonstrated no statistical
significance. LPNs to RNs with palliative care knowledge, c) comparing LPNs to RNs
with their palliative care background, d) comparing LPNs to RNs with their palliative
care
First, statistical analysis was used to compare LPNs to RNs with the means of the
perception questions. The overall mean for all nurses was 1.92 (1 = "strongly agree" to 4
= "strongly disagree"), with LPNs mean of 1.99 and RNs 1.89. A non-parametric
statistical analysis was obtained. The Kolmogorov-Smimof (K-S) test was used to test
for normal distribution. Since the K-S test was highly significant (P = .000), the t-test
was not used as there was abnormal distribution. Instead, the Mann-Whitney U test was
implemented, which showed no statistical significance (z = .559).
The second analysis did show significance in comparing LPNs to RNs regarding
their knowledge using pass/fail categories of 70%. Only four of the 24 LPNs passed the
knowledge questions (12%), whereas 32 (59%) of the 54 RNs passed the knowledge
questions with a score greater than 70%. Using the Pearson chi square and Fischer’s
Exact test, this analysis was very significant statistically (p = .000, both respectively).
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The third comparison of this study explored any significance of having
palliative care concepts as part of a respondents' basic nursing education. These analyses
were performed using the chi-square (test of homogeneity), where the variable (RN
versus LPN) was compared to palliative care background and whether (or not) they
received a passing grade on the palliative care knowledge test. This study found the
proportions the same for LPNs and RNs (p = .487).
The fourth demographic comparison was to see if nurses who had attended
educational offerings regarding palliative care concepts since nursing school to examine
the impact of being either LPN or RN. The proportions of continuing palliative
education were the same for RNs and LPNs in regard to passing or failing the knowledge
test, using chi-square (test-of-independence), (p = .565) or (p > .05), demonstrated no
statistical significance.
The fifth demographic variable explored was comparing passing grades of 70%
on the knowledge questions with having palliative care concepts as part of the
respondents' basic nursing education. Again, using the t-test, no statistical significance
was found when comparing palliative care concepts as part of their basic nursing
education to passing the test (p = .414). The Pearson chi-square and Fisher’s Exact test
both showed non-significance statistically.
A linear regression plotting the palliative care perception scores against the
palliative care knowledge test scores yields a the value of R = -.348 and the R-square
of. 121. This means that there was only 12% variation between palliative care knowledge
and palliative care perception. This finding suggests a minimal statistical significance
between palliative care perceptions and palliative care knowledge (p = .001).
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The last demographic variable comparison studied was establishing if there was a
relationship between years of practice with palliative care knowledge. This analysis
compared years of practice (greater than 20 or less than 20) and the palliative care
knowledge test scores were not related. A one way ANOVA to test between groups
showed no statistical significance (p = .370).
Summary
Seventy-eight nurses residing in and licensed in ND completed a survey
consisting of three sections. The first section of the survey included demographic
questions regarding nursing background, practice settings, and palliative care education.
The next section of the survey included palliative care perception questions, rating nurses'
perceived capabilities in palliative care. The final section was the knowledge survey
which had multiple choice or true/false questions regarding palliative care. Multiple
statistical tests were computed regarding demographics, palliative care perceptions, and
palliative care knowledge. The only statistically significant finding was in comparing
LPNs to RNs regarding their knowledge using pass/fail categories of 70%.
The purpose of this exploratory, descriptive study was two-fold. First, it explored
how nurses perceived their ability to assess and provide palliative care. A majority of
nurses rated “strongly-agree" to "agree” on all thirteen of the perception questions (mean
of 1.92, with 1 = "strongly agree" to 4 = "strongly disagree"). No statistical significance
was found regarding palliative perception, nurse’s palliative background experience,
palliative education, or status as an LPN or RN.
The other area of study was nurses’ knowledge of palliative care. Twenty-one
questions, with the ability to choose “don’t know” were asked. The knowledge test had
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an Alpha reliability of .72 for this study. An overall score of 67% correct (SD = .337)
was obtained, with scores ranging from 24%-100% correct. Thirty-four respondents
(45%) passed the knowledge questions, based on a passing score of 70% or greater. The
only area of statistical significance that emerged in all analyses was the difference
between LPNs to RNs, regarding palliative care knowledge (p = .000). Only four of 24
LPNs passed the knowledge questions (12%), whereas 32 (59%) of the 54 RNs passed,
with a score greater than 70%. No statistical significance was found regarding palliative
perception, nurses' palliative background, or palliative education and knowledge scores.
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CHAPTER V
SUMMARY, RECOMMENDATIONS, AND CONCLUSION
This final chapter presents a summary of the study within the context of previous
related research and draws conclusions from the results. Additionally, recommendations
are made for education, practice, and future research concerning knowledge and
perceptions of nurses regarding palliative care.
Summary
Palliative care is an essential component of care for patients with advanced illness
or life threatening conditions. Improvement in healthcare technology and the possibilities
for the extension of life have made it more challenging for nurses to know how and when
to provide palliative care for those who need it. Since nurses spend more time with
patients and patients' families than any other health care professional, their role is unique
as advocates, educators, consultants, and providers of expert palliative care when it is
needed. Nurses must address the numerous issues facing individuals and their families at
this trying time in patients' lives. Expert palliative nursing care has the potential to
significantly reduce the burden on and distress of patients and their families. Nurses have
the capacity to offer support for the many physical, psychological, social, emotional, as
well spiritual needs of patients, families and caregivers.
Nurses provide palliative care in a variety of different settings, which requires
them to have a strong knowledge base in palliative care. In every setting, the ultimate
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goal should be to offer maximum comfort by providing relief of pain and suffering to
patients in advancing illness or terminal conditions, and to their loved ones, and
caregivers. Without the education or skills related to palliative care issues, nurses will be
at a great loss to treat patients needing this specialized care. When the need for support is
greatest and strong emotions are most apparent, the nursing profession should be at its
strongest.
Discussion
The purpose of this study was to determine if nurses perceive that they were
adequately prepared for palliative care issues and to begin to assess their knowledge in
this area of healthcare. It described how a sample of nurses perceived their ability to
perform assessment and interventions related to palliative care. However, the study also
showed that their knowledge base may not have been specific or as strong as needed for
palliative care practice. Overall, only 34% of the nurses were able to correctly answer
70% of the questions.
The LPNs positively perceived their ability to provide palliative care by strongly
agreeing or agreeing to the perception questions. However the LPN scores on the
knowledge portion of the survey suggested a deficiency in their knowledge base for
providing palliative care. The RNs scored better on the knowledge questions; however,
less than half of the RNs scored higher than 70% on the tests.
One of desired outcomes of the survey was to distinguish characteristics among
the respondents relative to their knowledge and perception. An ANOVA comparing RNs
and LPNs and the basis of knowledge scores (pass/fail) was computed. As anticipated,
significant differences were identified, with RNs scoring higher than LPNs. Despite the
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significance of this finding, there were no meaningful differences based on a majority of
demographic variables identified. These variables included: gender, ethnicity, age,
location of practice, setting, title, population served, and initial nursing education.
It was discovered that after initial nursing education, some LPNs (n=15, 39%) and
some ADNs (n=4, 50%) went on to obtain a higher level of nursing education. This may
have been in part due to the pre-2004 entry level requirement that RNs needed to have a
minimum of a baccalaureate nursing level to practice in ND.
This current study also reflected findings of previous studies from which the three
study instruments were obtained. The Canadian study by Ross et al. (1996) exclusively
used knowledge questions. The mean percentage of correct responses to the quiz for
their total sample was 61%. The Canadian study demonstrated that RNs had a higher
percentage of correct answers than LPNs. Also, nurses who had more years of schooling
and experience scored higher in general (F = 93.8, d.f. = 3, P = 0.00). When analyses by
practice area, work setting, and years of experience were examined, the study by Ross et
al. also revealed no meaningful differences. However, their analyses revealed that those
nurses who had received palliative care education scored significantly higher than those
who had not (t = 2.9, d.f. = 153, p = 0.00).
In the same study by Ross et al., similar findings were obtained when comparing
LPNs to RNs and the palliative care knowledge test questions (p = .000). Also similar
was that no statistical significance was found between background and years of
experience with palliative care knowledge or perception. In contrast, the North Dakota
study did not find a relationship between those who had additional palliative care
education and those who had not (p > .05).
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The Netherlands study by Adriaansen and van Achterberg (2004) was developed as
a Dutch variant of the Ross study and examined the principles and starting points of
palliative care, controlling symptoms and pain, as well as psychosocial and spiritual care.
The Bonferroni test used in the Netherlands study demonstrated a significant difference
between RNs and LPNs (mean difference 5.9502, P = 0.0), where the RNs scored higher.
Again, the current North Dakota study demonstrated similar findings. Comparing
LPNS to RNs, this study found statistical significance on the palliative care knowledge
test questions (p = .000).
The third study from California (City of Hope, 1999) did not have results to date,
but questions from that study were included pertaining to information similarly used in
the other two studies. These questions enhanced the already identified areas described by
Ross, McDonald and McGuinness (1996) as well as Adriaansen and van Achterberg
(2004). Questions were chosen to describe issues seen in the United States system with
healthcare and health insurance issues. At this time, comparisons were not available.
Theoretical Framework
The North Dakota study demonstrated similarities to Imogene King’s (1971)
Interrelationship and Perceptions theory, which views man in terms of perceptions
influencing life, health and function in social systems through interpersonal relationships.
In King's study, the way nurses answered the survey explained how nurses’ socio
cultural, physiologic and psychological factors were interrelated in both their perception
and knowledge of palliative care. However, the findings on all the other demographic
variables were not statistically significant. The method in which nurses interpreted
actions or reactions of others was also confirmed in the North Dakota study. King’s
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theory illustrated how continuous, dynamic processes exist that influence the perceptions
of nurses and lead to judgments and action by nurses as reflected in the answers obtained
in the North Dakota study.
Betty Ferrell and colleagues (1991) added views on quality of life issues specific
to palliative care, which also complement the findings in the North Dakota study. Their
model is based upon the multi-dimensional aspects of being human. An appreciation of
the multidimensional nature of palliative care is essential in the dynamics of the North
Dakota study and further demonstrated how nurses perceive differing patient and family
needs with regard to any aspect of human need. The goal of palliative care is to achieve
the best quality of care for patients and their families while maximizing comfort and
maintaining dignity. This was shared by North Dakota nurses in their knowledge and
perceptions. The four dimensions of quality of life—physical well-being, psychological
well-being, social well-being, and spiritual well-being—also were reflected in the North
Dakota study.
Recommendations
Education
Perceptions and knowledge of palliative care in nursing are important factors that
secure quality and excellence in practice. This study showed that nurses perceive that
they can provide excellent or good palliative care. Yet knowledge testing demonstrated
that nurses have difficulty with different aspects of palliative care and require additional
palliative care education.
Palliative care awareness and education should start with the education programs
in which nurses learn their profession. Nurses need to be provided with specific
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palliative care education in their undergraduate programs to provide a solid foundation
for palliative care knowledge and understanding. This foundation will further lead to
expert application of palliative care in a variety of settings and practice. Ideally, nurses
will be able to expand this foundation with clinical experience and continuing education.
Nurse practitioners, nurse managers, nurse educators and nurse administrators should
emphasize continuing education in palliative care.
Practice
Palliative care awareness and education should be stressed throughout nursing
practice. The ability of nurses to recognize palliative care needs is essential. Palliative
care is provided in a variety of settings, not just at the end of life. All nurses provide
some level of palliative care, but the need to expand their knowledge is critical. Clear
definitions would be an appropriate place to start. The Quality of Life Model includes
time for care that most nurses do not understand as being palliative, and this type of care
can start earlier than crisis or even diagnosis.
Offering continuing education and even graduate level courses regarding
palliative care are key to expert quality care for patients, specifically those with advanced
illness, life-threatening conditions, or terminal illness. A nurse with advanced nursing
education and practice in palliative care can offer mentoring, consultation, education and
support. Clinical Nurse Specialists or Nurse Practitioners who specialize and are
certified in palliative care can be significant resources.
Nurses have the responsibility, once in practice, to continue their education and
seek opportunities to improve their knowledge and practice. Since palliative care is an
essential aspect of most nurses’ area of practice, this component of knowledge must be
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addressed. Palliative care, which provides comfort care, pain and symptom management,
as well as holistic nursing (including physical, psychological, spiritual, and emotional
care), is a major element of the definition of nursing care.
Research
The necessity of further research regarding palliative care knowledge and
perceptions is indicated by this study. Up until now, minimal research has been
published within the United States. There is a need to replicate this study using a larger,
nationwide sample of nurses. The size of this study may explain why only one area of
statistical significance was found.
Influential factors such as timing of the survey in a nurse’s own practice day may
have influenced his or her responses. The emotional status or grieving process of nurses
while taking this survey could influence how they respond.
A comparison research study could be done between North Dakota nurses and
other states, administered at staff or department meetings and could be altered to include
other healthcare professionals who provide bedside palliative care. The tool itself may
require revisions and more depth.
The researcher recommends further research on how palliative care is taught in
undergraduate programs, using specific palliative care courses and those that integrate
palliative care throughout the program. The North Dakota study also supports a need for
further research regarding a more comprehensive assessment of knowledge and
perception of nurses, which includes measuring actual behaviors or evaluating in
practice.
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Conclusion
In every setting, nurses provide palliative care, but competency, along with
compassion, are necessary components of that care. Effectively measuring knowledge
and perceptions of palliative care can be critical and are important indicators for nursing
education, research and practice. These measurements can serve a variety of purposes,
including assessment of the learning needs regarding palliative care of nursing students
and practicing nurses. Given the development of and need for palliative care services to
an increasing number of patients and their families, it is crucial for nurses and nurse
educators to be aware of the areas of practice which require further preparation. The
North Dakota research helped to identity items of concern, which could provide
instruction to learners and insight to educators. This North Dakota study also could
determine outcomes that will increase knowledge of palliative care practice.
The tool itself could be used for instruction and awareness. It could encourage
nurses to be active in seeking new knowledge regarding areas in which they may not be
comfortable with have expertise.
This study was a descriptive, exploratory study and was neither representative nor
able to be generalized to all North Dakota nurses due to the return rate. The researcher
concluded that of North Dakota nurses who participated, most nurses had good-to-verygood perceptions of how they provide palliative care. Many nurses had difficulty with
certain questions related to palliative care. Being either an LPN or RN did make a
difference with regard to how the nurse did on the palliative care knowledge survey
questions.
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There were noted discrepancies between the level of knowledge and level of
perceptions, unrelated to the level of nursing practice. Perceptions may have been wrong
or faulty, or knowledge tested may not have been the knowledge needed for quality
palliative care. Nursing knowledge is obtained by both instruction and practice
(Benner, 1984). LPNs may have increased their perception through practice and
experience, as well as through the delegation and training from their RN co-workers and
managers. Expertise in palliative practice may not be easily measured with knowledge or
perception surveys, but increased through direct observation and interview.
Palliative care education should start with basic nursing educational programs and
be continued both in practice and graduate programs. The North Dakota study supported
the fact the further research is needed on this subject. There is a need to replicate this
study, using a larger sample and including nurses nationwide to provide better
representation of the national nursing population. The researcher recommends further
research on how palliative care is taught in undergraduate and graduate programs, as well
as in continuing education.
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Appendix A
Cover Letter to Participants
Date
Dear Colleague,
I am a graduate nursing student at the University o f North Dakota conducting a study on
the knowledge and perception o f North Dakota Nurses regarding palliative care. You are invited
to participate in the study. Information from this study may be valuable to nurses and other
health care professionals. You were randomly selected to participate in this study from a list
provided from the North Dakota Board o f Nursing. After completing this survey you may seek to
gain more knowledge on palliative care.
If you decide to participate, you w ill be asked to complete a demographic survey, a
perception survey with 13 questions, and a knowledge survey with 21 questions. It should take
you approximately 15-20 minutes to complete. Your participation is completely voluntary with
little risk to you. Loss o f time and a potential o f anxiety or memory o f unpleasant instances in the
past due to the nature o f the subject are potential. Your responses will be kept confidential and
anonymous. Only summaries o f responses will be written into a final report o f the study. Please
do not place your name on the survey. All surveys w ill be kept in a locked file and destroyed
after six years. Only the researcher, the adviser, and people who audit IRB procedures will have
access to the data.
Your completion o f this survey implies you have consented to participate in the study. If
you decide to participate, please fill out the questionnaire and return it in the envelope provided
by February 28, 2005. If you wish to receive the findings o f the study, please contact me via
email.
Thank you for your time, consideration and participation in this study. If there are any
additional questions about the research, feel free to contact Dr. Ginny Guido or me. If you have
other questions or concerns, please call the Office o f Research and Program Development at 701777-4279.
Sincerely,
Researcher:
Nancy Joyner, BA, BSN , RN, CHPN
Graduate Nursing Student
U N D -C ollege o f Nursing
B ox 9025 University Station
Grand Forks, N D 58202-9025
(218)779-5037
Email: nancy iovner@und.nodak.edu

Advisor/Committee Chair:
Ginny Guido, JD, M SN, RN, FAAN
Associate Dean/Director o f Graduate
Studies, UND -College o f Nursing
B ox 9025 University Station
Grand Forks, N D 58202-9025
(701)777-4552
email: ginnvguido@mail.und.nodak.edu
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Appendix B
Participant Survey

P alliative C are S u rvey D em ograp h ics

1. Your gender:
___Male
Female
2. Your ethnicity:
_ Caucasian
___Native American
_ African American
___Hispanic
___Pacific/ Asian
___Alaskan Indian
_ Other (please specify)___________________
3. Your current age:
___<20
___2 0 -2 9
30 - 39

___4 0 -4 9
___50 59
60 or older

4. What was your first nursing education?
___LPN
_ Diploma RN
___ADN
___BSN/ BS/BA
_ Other (please specify)________________________
5. What is the highest level of education you have completed?
___LPN
___MSN/MS/MA
___Diploma RN
___PhD/EdD DNS
___AND
___BSN/BS/BA
_ Other (please specify)________________________
6. Where do you work? (Please check all that apply)
_ Hospital
___Rehabilitation
_ Home Health Care/Community
___Hospice
_ Ambulatory care/Outpatient clinic
___University/School
___Long Term Care/Assisted Living
_ Other (please specify)________________________________

7. What areas do you work? (Please check all that apply)
OB/GYN/Nursery
_ Medical/ Surgical
Pediatrics
_ Critical care/ Emergency
Administration
_ Hospice/Palliative care
Education
_ Oncology
Research/Lab
_ Operating Room/Post-anesthesia
_ Community/Parish/Public/Occupational health
__ Other (please specify)_____________________
8. What is your title?
Nurse Educator
___Staff nurse/Clinical nurse
Clinical Nurse Specialist
___Charge Nurse
Nurse Practitioner
__ Nurse-Manager
_ Nurse Director/Executive
_ Other (please specify)________
9. Length of time in nursing:
<1 year
1 - 4 years
5 - 8 years

9 - 1 2 years
1 3 -1 6 years
1 7 - 2 0 years

> 20 years

10. Primary Population served:
___Rural (Less than 1,000)
___Rural (1,000 to 5,000)
___Rural (>5,000 to 10,000)
___Rural (>10,000 to 50,000)
_ Urban (>50,000)
11. Primary Population served:
_ Caucasian
_ Native American
_ Other (please specify)______________________________
12. Were palliative care concepts part of your basic nursing education?
___Yes
No
13. Do you use palliative care concepts in your nursing practice?
___Yes
No
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14. What sources of information have you used regarding palliative care? (Please check
all that apply)
_ None
___Books, pamphlets
___Bedside care/experience
___Internet/ listservs
_ Continuing education/in-services
_ _ Journal articles
_ Conversations with other professionals
___ELNEC/EPEC materials
_ Multi-disciplinary team meetings
Other
______________
15. Since nursing school, have you attended education offerings regarding palliative
care concepts?
___Yes
No
16. What types of ongoing education have you received regarding palliative care
concepts? (Please check all that apply)
_ None
___Read books
_ Continuing education/in-services
___Read joumals/articles
_ Practice/experience with patients
___University coursework
___ELNEC/EPEC training
___ELNEC/EPEC materials
_ University specialty degree
___Practice/experience with patients
Other
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Appendix C
Survey Part I: Perceptions
P alliative C are Survey Q uestions - P art I-P ercep tion Q uestions:

Please rate yourself using the following scale:
(SA = S tron gly agree

A = A gree

D = D isagree

SD = S tron gly D isagree)

I th in k th at I am cap ab le o f ___ .

1. Counseling a patient about how nausea can be alleviated.

SA

A

D

SD

2. Protecting the interests of the patient when dealing with
members of other disciplines.

SA

A

D

SD

3. Talking with an anxious patient so that he or she feels safe,
thereby reducing his or her anxiety

SA

A

D

SD

4. Discussing with my co-workers (other nurses)my inability
to deal with selected patients receiving palliative services.

SA

A

D

SD

5. Discussing in a multi-disciplinary team context my inability
to deal with selected patients receiving palliative services.

SA

A

D

SD

6. Ascertaining a patient’s nutritional problems and providing
advice about measures to reduce these problems.

SA

A

D

SD

7. Providing adequate pain assessment and management.

SA

A

D

SD

8. Offering the patient various forms of complementary care,
such as massage or guided imagery.

SA

A

D

SD

9. Implementing the goals of palliative care.

SA

A

D

SD

10. Providing psychological support for patients receiving
palliative care.

SA

A

D

SD

11. Discussing withholding/withdrawing artificial nutrition
or hydration.

SA

A

D

SD
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12. Providing culturally competent palliative care.

SA A

D

SD

13. Effectively communicating with family and other caregivers.

SA A

D

SD

Appendix D
Survey Part II: Knowledge
P alliative C are S u rvey Q u estion s - P art 2- K n ow led ge q u estion s

Please answer honestly, using “don’t know”, instead of guessing.
1. Palliative care means care with the goal that the patient might still be cured.
a.
True
b.
False
c.
Don’t Know
2. The goals of palliative care include all E X C E P T ___ .
a.
controlling pain andphysical symptoms
b.
halting the progress of the disease
c.
relieving emotional and spiritual distress
d.
enhancing patient/family choices regarding the final stage of life
e.
Don’t Know
3. Palliative care is appropriate only in situations where there is evidence of a
downhill trajectory or deterioration.
1.
True
2.
False
3.
Don’t Know
4. The provision of palliative care requires emotional detachment.
a.
True
b.
False
c.
Don’t Know
5. The philosophy of palliative care is compatible with that of aggressive treatment.
a.
True
b.
False
c.
Don’t Know
6. The most accurate judge of the intensity of the patient’s pain is __ .
a.
the treating physician
b.
the primary nurse
c.
the patient
d.
the patient’s spouse or family
e.
Don’t Know
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7. Healthcare professionals can adequately judge the patient’s pain by watching for
signs such as grimacing or moaning.
a.
True
b.
False
c.
Don’t Know
8. Morphine is the standard used to compare the analgesic effect of other opiods.
a.
True
b.
False
c.
Don’t Know
9. Analgesia for chronic pain is ideally administered___.
a.
around the clock on a fixed schedule
b.
when the patient asksfor the medication
c.
when the nurse determines that the patient has moderate or severe
discomfort
d.
when the patient’s family request pain medication to be given
e.
Don’t Know
10. The extent of the disease determines the method of pain treatment.
a.
True
b.
False
c.
Don’t Know
11. Adjuvant therapies are important in managing pain.
a.
True
b.
False
c.
Don’t Know
12. Demerol is an effective analgesic in the control of chronic pain.
a.
True
b.
False
c.
Don’t Know
13. Manifestations of chronic pain are different from those of acute pain.
a.
True
b.
False
c.
Don’t Know
14. Drug addiction is a major problem when morphine is used on a long-term basis
for management of pain.
a.
True
b.
False
c.
Don’t Know
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15. Individuals who are taking opioids should also follow a bowel regime.
a.
True
b.
False
c.
Don’t Know
16. During the terminal stage of an illness, drugs that can cause respiratory depression
are appropriate for the treatment of severe dyspnea.
a.
True
b.
False
c.
Don’t Know
17. All of the following are true about artificial hydration and nutrition, except___ .
a.
Family members my resist discontinuing food and fluids because of the
nurturing or comfort associated with these treatments
b.
It may be refused by a competent adult
c.
It may increase a patient’s physical discomfort or suffering
d.
It is generally appropriate for terminally ill patients
e.
Don’t know
18. All of the following are interventions to relieve dyspnea in palliative care excep t
a.
b.
c.
d.
e.

administering oxygen
discontinuing oxygen
reducing anxiety
administering morphine
Don’t know

19. Suffering and physical pain are synonymous.
a.
True
b.
False
c.
Don’t Know
20. The accumulation of losses inevitably renders burnout for those who seek work in
palliative care.
a.
True
b.
False
c.
Don’t Know
21. The pain threshold is lowered by anxiety or fatigue.
a.
True
b.
False
c.
Don’t Know
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